
INTRODUCTION 
 
There were 391 fetuses, infants and children who died in Montana in the years 2001 and 2002. Each one of 
these deaths is a tragedy, and leaves grieving family and friends, and a community searching for answers.    
 
An in-depth analysis of each child’s death can help us identify how to best prevent another child from dying of 
similar circumstances. The Montana Fetal, Infant and Child Mortality Review (FICMR) program was 
established by legislation in 1997 to conduct these in-depth reviews. 
 
This FICMR report includes information from two different sources - the death certificate file prepared and 
provided by the Office of Vital Statistics and the FICMR database prepared by the Montana FICMR 
Coordinator.  The death certificate (DC) file identifies all deaths that are reported in Montana and provides 
basic demographics on the decedents and their cause of death.  The FICMR database is not (yet) a complete 
enumeration of all deaths, but it provides information on individual deaths that is not available on the death 
certificate.  This additional information can be used to identify prevention opportunities for local action and 
statewide programs.  Most of this report is the result of an attempt to use the review data to describe the 
circumstances associated with infant and child deaths.  The review process also provides a check on the cause 
of death and demographic data as reported on the death certificate.  Personal identifiers – such as names or 
addresses – are not included in either data set that the state FICMR team uses.   
 
The “reviewed” deaths are not a scientific sample of all fetal, infant and child deaths in Montana.  The reader 
must be cautious in interpreting findings based on the death reviews in this report to all of the deaths occurring 
in the fetal, infant and child population of Montana.   
 
Montana FICMR teams reviewed 316 (81%) of these tragic deaths for 2001 and 2002.  The goal is 100% review 
of all fetal, infant and child deaths. 
 
This is the second FICMR report to be published.  The inaugural FICMR report was released in November 
2002, and can be found on the Department of Public Health and Human Services web sight at 
www.dphhs.state.mt.us 
 

Fetal, Infant, Child Death Reviews, Montana; 2001-2002

19% Not 
Reviewed

81% Reviewed
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STATUS OF FICMR IN MONTANA 
 
 
Initial legislation assumed FICMR review teams in each county.  Many frontier counties (population under 
7,000) were unable to establish their own teams due to limited resources.   The FICMR legislation was revised 
by the legislature in 2003, allowing county and tribal governments to partner with established review teams, and 
increase the potential for review of 100% of statewide deaths.  Review of each infant and child death is 
important for preventing future death and injury.  
 
 
The State FICMR Team 
 

 The State FICMR team is critical to Montana's FICMR program, serving in an advisory capacity to local review 
teams.  The team utilizes local case review data for recommendations for potential Maternal Child Health policy 
development, legislative actions, and for support of prevention activities at the state and local levels.  Members 
include local FICMR coordinators, (one each from a frontier, rural and urban county), medical specialists, and 
representatives from state and federal agencies.   
 
Local FICMR Teams 
Montana statute requires that local mortality review teams be multidisciplinary and include at least five 
members from a recommended list of medical professionals and individuals representing local, state and federal 
agencies. Public health nurses provide FICMR team leadership; other core membership includes a medical 
provider, county coroner, county attorney and representatives from the following:  public health, department of 
family services, local school district, mental health, local hospital, and tribal government.   
Fifty-three of Montana’s 56 counties, and six of Montana’s seven Indian Reservations currently participate in 
FICMR reviews.  
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PREVENTABILITY 
  
 
The primary purpose for the fetal, infant, and child review process is to identify the prevention potential for the 
death being reviewed.  This information can provide guidance for local prevention activities, and, aggregated at 
the state level, may indicate opportunities for broader action.   
 
Montana FICMR defines a preventable death as one in which, with retrospective analysis, it is determined that 
a reasonable intervention (e.g., medical, educational, social, legal or psychological) might have prevented the 
death.  Reasonable is defined by taking into consideration the condition, circumstances or resources available.  
 
The teams determined that there was adequate information for a preventability determination for 88% of the 
reviewed deaths (277/316).  The adequacy of information increased with age of death, from 77% for fetal 
deaths to 95% for child deaths.  There was also a strong increase with age in the proportion of deaths 
determined to be preventable, but this is associated with the distribution of cause of death by age group.  Later 
in this report you will find a discussion of causes of death by age group that will address these differences.  
 

Adequate Information for Prevention Determination, Montana; 
2001-2002

88% Adequate 
Information

12% Inadequate 
Information

 

Preventability Overview (of Reviewed Deaths) 
• Three of five accidental infant deaths were preventable 
• Ten of sixty-five deaths due to natural causes were preventable 
• Fifty-two of fifty-six accidental child deaths were preventable 
• Nine of seventeen suicide deaths were preventable  
• Four of six homicide deaths were preventable 

 
 

2001 - 2002 Deaths, Reviews, and Preventability Determination 
   Ratio,     
   Reviews / Prevention Information from Reviews 
 Deaths Reviews Deaths Adequate Preventable % Preventable 
       

Fetal Deaths 104 88 0.85 68 4 5.9 
       

Infant Deaths 154 116 0.75 103 25 24.3 
       

Child Deaths 133 112 0.84 106 68 64.2 
       

All Deaths 391 316 0.81 277 97 35.0 
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CONCURRENCE WITH DEATH CERTIFICATE 
 
 
 
The local review teams verify the death certificate (DC) cause of death and can concur or not with the DC.  

• The teams concurred on 289 of 316 reviewed deaths in 2001 and 2002.   
• The teams left the “concur” field blank on seven deaths, responded “No” on 11, and indicated 

“Unknown” on nine.   
 
 

FICMR Reviews Concurring with Death Certificate 
Cause Of Death, Montana; 2001-2002

1 2 3

4

 1) 
2) 
3) 
4) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

3 %--Unknown 
2%--Left Blank 
3%--Not Concurring 
92%--Review COD Concurs 
with Death Cert COD 
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FETAL, INFANT, & CHILD DEATHS: CAUSES OF DEATH IN MONTANA
 
 
 
 
The total number of fetal, infant, and child deaths was lower the past two years (391) than it had been in the 
preceding two years (431).  Child deaths decreased 26% from 179 to 133, while infant deaths increased and 
fetal deaths decreased.  The biggest absolute change was in vehicle-related deaths, with a drop from 70 deaths 
in 1999-2000 to 44 deaths in 2001-2002.  Table 4 (Appendix A) provides a summary of the deaths for the 1997-
2000 and 2001-2002 periods by age category and cause of death. 
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The number of fetal deaths and deaths of infants and youth ages less than 18 varied from year to year between 
1997 and 2002.  The total number of FIC deaths was at its lowest in 2001 (179), but the average has been about 
209 per year over the six years.  The 2001 low was due to six-year lows for both fetal and child deaths, and 
deaths in both categories went up in 2002.   
 

Figure T1. FIC Deaths, Montana, 1997 - 2002
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The number of births and the estimates of the population ages 1 through 17 have not changed very much over 
the six years, so the rate trends reflect the absolute numbers of deaths.  It is tempting to look for a decrease in 
FIC deaths and to attribute any observed decrease to the activities resulting from the review process.  However, 
the annual statistical fluctuations in number of FIC deaths make it difficult to draw meaningful short-term 
conclusions.  Prevention activities (i.e., a graduated driver license law) will yield results over the long term.  
However, given the relatively small number of FIC deaths to a specific cause in any one year, it will take a 
number of years to accumulate enough data to see changes. 
 

Fetal and Infant Mortality Rates, Montana, 1997 - 
2002
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Child Deaths per 100,000 Population,
Montana, 1997 - 2002
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Fetal Deaths 
 
A fetal death is defined by the stillborn delivery of a fetus that weighs at least 350 grams, or, if the weight is 
unknown, is at least 20 weeks gestation.  There were 104 reported fetal deaths in Montana in the two-year 
period (2001-2002) addressed in this report.  There were 117 in the preceding two-year period.  The cause of 
death is “unspecified” for a majority of the fetal deaths. 
 

 
Causes of Montana Fetal Deaths 
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The FICMR teams reviewed 88 fetal deaths (’01-’02), decided that there was adequate information to determine 
preventability for 68 of the 88, and determined that four fetal deaths were preventable.  Since there is not a 
standard definition for fetal death, there is no directly comparable national rate. 
 

Infant Deaths 
An infant death is the death of a live born infant between birth through 364 days after delivery.  There were 154 
infant deaths in Montana from 2001 through 2002, which is an increase from 134 in 1999 and 2000. 
 

 
Causes of Infant Deaths, '01 - '02 
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• One hundred and ten infant deaths were classified as due to natural causes (not including SIDS, 
unknown, accidents and homicide).   

• The teams reviewed 116 infant deaths, and there was adequate information to determine preventability 
for 103 of those 116 deaths.  The FICMR teams determined that 25 (of the 103) infant deaths were 
preventable.  

• Only four of 67 (6%) of deaths from medical causes were judged preventable; seven of 15 SIDS and 
seven of 14 unknown were preventable.   

• The Montana infant mortality rate for 2001-2002 of 7.0 per 1,000 live births is approximately the same 
as the preliminary national 2002 rate (6.95). 

 
 
Child Deaths 

 
The Montana review of child deaths includes children and adolescents from one through 17 years of age.  There 
were only 133 deaths in this age group in 2001 and 2002 – a 26% decrease from the 179 deaths in 1999 and 
2000.  Motor vehicle incidents were responsible for one-third (44) of the 133 deaths, and half of those 44 deaths 
were among 15 to 17 year old adolescents. 
 

• The teams reviewed 112 deaths in this age range, and they found adequate information to assess 
preventability for 106 of the 112 deaths.   FICMR teams determined that 68 of the 106 deaths were 
preventable (64.2%).  

• Medical deaths account for only 29% of all deaths among 1 to 17 year old children and 25% of the 
reviewed deaths.  The high proportion of preventable deaths in this age group is attributable to the high 
proportion of accidental and intentional injury deaths.  These deaths are more likely to be preventable 
than the natural (or medical) deaths.  

• Fifty-two of the accidental deaths reviewed were determined to be preventable, along with four of the 
six homicides and nine of the 15 suicides. 

 

Child Deaths, by Cause, Ages 1 to 17,
 Montana, 2001 - 2002
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The age group specific mortality rates for Montana youth ages 1 to 17 are based on small numbers of deaths in 
the two-year period.  However, the Montana rates appear very comparable to the national rates, except for the 5 
to 9 age group. 

 

Child Mortality Rates, Comparison of 
Montana and National Rates, 2001 - 2002 

   
Age Group Montana National* 

   
1 to 4 31.9 31.2 
5 to 9 27.2 15.2 

10 to 14 18.7 19.5 
15 to 17 56.7  
15 to 19  67.8 

   
* Preliminary, 2002  
Rates are deaths per 100,000 
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FETAL, NEONATAL AND POST NEONATAL 
 
 
The review of fetal and infant deaths provides information that can potentially be used by the medical and 
health service communities to improve pregnancy outcomes and the survival of high-risk infants.  For example, 
the review of the SIDS deaths provides details on the sleeping environment of the infant.  This information will 
inform “Back to Sleep” campaigns and possibly improve or redirect these education interventions. 
 
There were 258 fetal and infant deaths reported in 2001 and 2002.  The fetal death certificate includes data on 
the pregnancy and selected risk factors for adverse outcomes.  The same pregnancy-related information is 
available for all infant deaths if the death certificate is linked with the corresponding birth certificate. 
 

Fetal / Infant Deaths, by Cause
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The death certificates provide the ICD10 code for the cause of death.  The figure above provides a summary of 
causes of death for fetal deaths, neonatal deaths (infants ages 0 through 27 days) and post-neonatal deaths (28 
through 364 days).  The majority of fetal deaths (50) are listed as “unspecified fetal death”, and 39 more are 
“maternal factors and complications of pregnancy”.  The largest number of neonatal deaths is attributed to 
congenital problems (34), followed by prematurity / low birth weight. There are fewer post-neonatal deaths (55) 
than neonatal (99), and SIDS is the major cause (19). 
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PREMATURITY and LOW BIRTH WEIGHT 
 
 
 
 
Pregnancy-related information is also collected in the FICMR review, and the following discussion of risk 
factors is based on the FICMR data.   
 
A premature birth is defined as a birth before 37 completed weeks of pregnancy.  The definition of a low birth 
weight baby is one born weighing less than 5 pounds 8 ounces.    
 

• Premature delivery and low birth weight are documented risk factors for infant mortality.   
• Over 60% of all fetal and neonatal deaths (reviewed) were both LBW and premature. 
• 80% were either LBW or premature or both. 
• These two factors are also contributors to post-neonatal deaths, but the association is not as strong. 

 

Prevalence of Low Birth Weight and 
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• Medical complications during pregnancy were identified for 98 of the 204 fetal/infant death reviews. 
• Preterm delivery was the most frequently cited complication.  It was the only complication for 20 of the 

pregnancies, and one of two or more for 14 of the pregnancies. 
• Eleven reviews identified “anemia”. 
• No other single complication was cited more than eight times. 

 
 
 

Local Community Recommendations/Interventions 
1. Taught signs/symptoms of preterm labor at WIC appointments 
2. Implemented a policy with local “immediate care facility” that pregnant women who are seen 

at this office on the weekends will have their primary care physicians notified 
 

State Prevention Efforts  
1. Supported the March of Dimes “Walk America” campaign by forming a DPHHS walking 

team 
2. Provided prematurity education to DPHHS staff 
3. Partnered with the March of Dimes and distributed prematurity prevention information 

statewide via the local FICMR coordinators 
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ENTRY INTO PRENATAL CARE 
 
 
Prompt prenatal care provides an opportunity to identify medical risk factors at an early stage and to identify 
social / behavioral factors that may be detrimental to a developing fetus.  If the “unknown entries into prenatal 
care” are excluded: 

• The mothers of 23% of fetal and neonatal decedents entered prenatal care after the first trimester.  
• The distribution of entry into prenatal care is very similar for fetal and neonatal deaths.   
• The mothers of infants who died during the post-neonatal period appear to enter care later than the 

mothers of the shorter-survival infants.  
 
The MIAMI/Public Health Home Visiting Program provides an additional resource for qualifying pregnant 
women. This program has been in place in Montana since 1986, and it’s purpose is to assure that mothers and 
children, in particular those with low income or with limited availability of health services, receive access to 
quality maternal and child health services.  FICMR reviews ask if MIAMI/Home Visiting services were 
provided during the pregnancy.    

• There were 187 responses to this question from the FICMR reporting tool.  Only 21 of 187 women 
participated in the program.  

• The proportion participating appears to increase with survival of the infant, but the numbers are low. 
• Only 6% of the women with fetal deaths indicated participation, but 17.5% of mothers of infants who 

died after 27 days of life reported MIAMI visits. 
 

 
Entry into Prenatal Care, Reviewed  

Fetal/Infant Deaths, 2001 - 2002 
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SMOKING AND ALCOHOL CONSUMPTION 
 
The prevalence of smoking or alcohol consumption during pregnancy was high, particularly among the mothers 
of post-neonatal deaths.   

• Forty percent of the mothers of infants who died during the post-neonatal period reported alcohol 
consumption, and 68.6% reported smoking. 

 
 

Reported Substance Abuse during 
Pregnancy, Reviewed Deaths, 2001 - 2002

28.8 30.9

68.6

10.9 14.0

40.0

0.0
10.0
20.0
30.0
40.0
50.0
60.0
70.0
80.0

Fetal Neonatal Post-Neonatal

Pe
rc

en
t

Cigarette Alcohol
 

 
 
 
 
 
         
 
 

 
 
 
 

13 



TOXICOLOGY 
 
 
 
The number of reviewed FIC deaths with reported toxicology screens increased from 33 in 2001 to 55 in 2002.  
Most of the increase was associated with child deaths. 
 

 
Toxicology Screens Associated with FIC Deaths,  

Montana, 2001-2002 
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The 2002 FICMR form includes a question on the results of the toxicology.  Results were given for 42 of the 55 
deaths with toxicology identified. 
 

• The results were “negative” for 20 of the 42 reports. 
• Three parents (of two infants and one fetal death) tested positive for drugs or alcohol. 
• One youth died of alcohol overdose (0.30 Blood Alcohol Level) and a suicide victim had an elevated 

BAC (0.12). 
 

 
A majority of the screens associated 
with infants were SIDS deaths.  The 
FICMR form identifies the person 
screened, and 17 of the SIDS screens 
were on the deceased infant.  The 
toxicology associated with child d
was mainly on motor vehicle (21) and
suicide (15) events. 

Toxicology Screens by Cause of Death, 
Montana, 2001-2002, Infants
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A majority of the motor vehicle  (14) and suicide (13) victims with associated toxicology were teens ages 15 to 
17. 
 

Toxicology Screens by Cause of Death, Montana, 
2001-2002, Ages 1 to 17
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SIDS 
 
 

Thirteen infant’s deaths could have been prevented 
 
 
Key Findings: 

• 2002:  death certificates originally identified 15 deaths as due to SIDS.  FICMR teams reviewed 14 of 
those deaths and concurred with the death certificate on 13 of those deaths.  The death certificate for the 
one death for which the team did not concur on the cause was not changed. 

 
There was another death certificate with an “undetermined” cause of death that was reviewed by the 
FICMR team, and the death certificate was changed to SIDS as a result of the case review. 
 
2001:  death certificates identified 5 deaths as due to SIDS.  Four of the five SIDS deaths were 
reviewed, and FICMR teams concurred with three.  The death certificate for the one death for which the 
team did not concur on the cause was not changed. 
 

• There were a total of 32 combined SIDS or “other applicable infant deaths” reviewed by FICMR teams 
in 2001 and 2002.  Nineteen of these deaths were also coded as SIDS on the death certificate.   

• Eleven of the 26 deaths for which the position in which they were found was identified, were on their 
stomach. 

• Eighteen of the deaths were in the child’s home, and another six deaths were in another home.  Two of 
the deaths occurred in a licensed daycare facility, three in an unlicensed situation, and the hospital was 
indicated as the location for three of the deaths. 

• Twenty of 25 deceased infants were exposed to second hand cigarette smoke (exposure for seven infants 
was unknown). 

• Supervision was judged to be inadequate for seven of the 32 deaths (but only two of the 19 DC SIDS). 
A mother, father, or both were supervising the infant at the time of death.  Five of the 32 infants were 
under the care of a babysitter / daycare provider. 

• The mothers of  SIDS infants appear to be younger than the mothers of infants who died of other causes.  
The average age of SIDS mothers was 23.6 years (10% were 30 or older), and the average age for moms 
of other deceased infants was 27.1 (35% 30 or older). 

 
 
The reporting of SIDS deaths on the death certificate varies from year to year, but the average has been 10 
deaths per year for the past six years.  The highest number reported in one-year was 15 in 2002, but the 
preceding year only had five reported SIDS deaths.  The FICMR form used for 1997 through 2001 had a 
category for “SIDS and other applicable infant deaths”.  The reviewed SIDS deaths in the following two figures 
only include deaths identified on the death certificate as SIDS.  For 1997 – 2002, there were 44 reviewed deaths 
with SIDS coded on the death certificate. 
 

 

16 



SIDS Deaths and Reviews, by Age at Death, 
Montana, 1997 - 2002
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Forty of the 44 reviews identified at least one of the six listed risk factors.  Prone sleeping (on stomach or side) 
and cigarette smoke exposure were the most common identified risk factors. 
 

Identified SIDS Risk Factors, Montana, 1997 - 2002
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 Local Community Recommendations/Interventions  
1)   Educated daycare and Early Head Start staff regarding safe sleeping 
2) Contacted area lay midwives regarding educating clients about current Back to Sleep literature 
3) Met with hospital nursery staff to ensure Back to Sleep education is given to every parent (not just 

first time moms) 
4) Recommended adding “back to sleep” education to the patient discharge-teaching checklist at local 

hospitals 
5) Started a Sleep “a-loan” Program which temporarily provides a portable crib to families who do not 

have a safe place for their baby to sleep 
6) Produced bright green “Safe Sleep” door hangers which were provided to the local hospitals and 

health care providers to give to patients/families who have infants  
7) Promoted breastfeeding via involvement with the community breastfeeding coalition 
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8) Surveyed all new mothers upon discharge from the hospital regarding receipt of safe sleep 
recommendations and baby’s current sleep location   

9) Developed and aired a PSA on temperature control 
10) Recommended preliminary diagnosis of SIDS not be put on the death certificate until the autopsy is 

complete 
11) Displayed a “Safe-Sleep Crib” (no bumper pads, no stuffed animals, no pillows, etc) at a Children’s   
      and Community Health Fair and WIC clinics 
12) Recommended toxicology screens be completed on undetermined deaths 

 
State Prevention Efforts 

1)  Distributed “Reducing the Risk of SIDS in Child Care” training kits to each Resource                                 
     and Referral Agency 
2) Secured CJ Grant funds, which partially funded a Native American Back to Sleep Campaign; 

included billboards, wall posters, pamphlets and tribal newspaper advertisements 
3) The FICMR Program manager and Medical Examiner developed and mailed a letter to all coroners 

and law enforcement personnel requesting that they use a (provided) standardized death scene 
investigation form for all SIDS deaths 

4) Administrative Rule change which requires registered day care providers to place infants to sleep on 
their backs, and in a safe sleep environment 

5) Provided SIDS and Safe Sleep outreach materials to each Montana Alternative School 
6) With SIDS funding from Safeway, provided 38 cribs to babies who did not have a safe sleep 

environment  
7) Issued a statewide press release on thermal stress and over bundling of babies in the winter  
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SUFFOCATION 
 

Three children’s deaths could have been prevented 
 
 
Key Findings: 

• Thirteen deaths were coded on the death certificate as due to suffocation from 1997 through 2002.  
•  During that same six-year period, FICMR teams identified suffocation as the cause of death for 22 

infant and child reviewed deaths.  The majority of DC or reviewed suffocation deaths are infants (see 
graph below).  

•  FICMR teams identified the manner of death as “Undetermined” for eight of the reviewed infant 
suffocation deaths.  (The death certificate cause of death was “Unknown” for five of the eight.)  

•  Although the numbers (even over six years) are small, Native American infants are at a greater risk of a 
suffocation death than white infants.  Native American infants account for five of 16 deaths (31%), but 
only 12% of births in Montana are Native American. 

 

Suffocation Deaths, Montana, 1997 - 2002
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The review teams determined the following regarding the 16 reviewed infant deaths: 

• Six deaths occurred while an infant was sleeping with others. 
• An additional three deaths identified “Other Person Lying or Rolling on Child.” 
• Three other reviews (plus one one-year old death) identified “bedding” as the cause of the suffocation, 

and plastic bags were identified as the cause of two deaths. 
• One infant (and 3 toddlers) died due to choking on small objects. 

 
State Team Prevention Efforts 

• Issued a statewide press release on cars and heat suffocation 
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CHILD ABUSE AND NEGLECT 

 
Eleven children’s deaths could have been prevented 

 
The FICMR teams report if they have identified “Evidence of Prior Abuse or Neglect” of the deceased infant or 
child and whether the report of abuse / neglect was substantiated.  
 
Key Findings: 

• The teams have identified 65 deaths with evidence of reported prior abuse / neglect since 1998.   
• Twenty-nine of the decedents with reported prior abuse / neglect were Native American and 32 were 

white.  However, the proportion of reviewed deaths with reported prior abuse / neglect is four times 
higher among Native Americans than among whites. 

Note:  Reported prior abuse or neglect may or may not be substantiated. 
 
 

 
 Evidence of Reported Prior Abuse / Neglect, 

by Race, Montana, 1998 - 2002
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Approximately 10% of all reviewed deaths over the five-year period had evidence of prior abuse or neglect. 
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The review reporting form includes a question as to whether the reported abuse / neglect was substantiated.   
• Twenty out of 48 reviews (with a response to the question) indicated that the report was substantiated.   
• Substantiation varied slightly by race and age group.  
• Two of the substantiated abuse deaths were Native American fetal deaths. 

 
 

 
Substantiated Abuse/Neglect, Montana, 

1998-2000 and 2002 
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Preventability: 

• FICMR teams determined that 11 of the 13 child deaths with prior child abuse and neglect (CAN) were 
preventable.  

• Five infant deaths with prior CAN, coded “R99” (Unknown cause) on the death certificate were all 
determined to be preventable. 

 
Local Community Recommendations/Interventions  
 

1)  Conducted parenting classes for parents and child care providers entitled “Common Sense                          
     Techniques for Challenging Parent/Child Interactions” 
2) Recommended that mandatory reporters who don’t report are referred to Department of Family 

Services for education 
3) Provided a training for child care providers about recognizing and reporting child abuse and neglect 
 

State Prevention Efforts 
 

1) Thomas Bennett, MD, Pathologist and Director of Clinical Chemistry at St. Vincent’s Health Care, 
provided a child abuse and neglect inservice to local FICMR coordinators at their semi-annual Local 
FICMR Coordinator meeting 
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MOTOR VEHICLE CRASHES 
 

Thirty-eight children’s deaths could have been prevented 
 
Key Findings 

• Motor vehicle crashes (MVC) account for over half of the unintentional injury deaths of all infants and 
children.   

• Death certificates identified 45 victims of motor vehicle incidents (these include boat, bicycle, and 
pedestrian deaths) in 2001 and 2002.   

• FICMR teams reviewed 36 of these deaths and confirmed motor vehicle crash as the cause of death for 
these 36 reviewed.   

• The FICMR teams identified five additional MVC deaths as a result of the review process.  These 41 
deaths include the 36 “congruent” deaths, two deaths with no linked death certificate, and three deaths 
with ambiguous data on cause of death.  

 
 

The following results are based on the 41 reviews: 
 

 The FICMR teams determined that 38 of the 41 deaths were definitely preventable. 
 The two deceased infants were reported to have been in improperly used infant seats. 
 Twenty-two of the deaths were reported to have been in vehicles where seat belts were 

present, but not used by the decedent.   
 Fourteen decedents were judged to have been inadequately supervised, 12 were thought to 

have been adequately supervised, and 15 were missing information / left blank / unknown. 
 The sex distribution of deaths was even (21 female / 20 male), but females were much more 

likely (9 out of 15) to be adequately supervised than males (3 out of 11). 
 Toxicology screens were performed on nine of the deceased teen drivers, and one was 

positive for THC. 
 Alcohol was identified as a factor in 4 deaths and “driver error” was cited in 25 fatal 

incidents.   
 The passenger deaths were distributed over the age range (11 pre-teens and 13 teenagers), 

and the drivers ages were 15 and over (except for one 12-year old). 
 There were eight fatalities among Native American youth and 33 among whites. 

 
 
The contribution of teen drivers to the number of MVC is a concern among injury prevention workers, parents, 
and legislators.  “Graduated” driver’s licenses and other approaches are intended to reduce the loss associated 
with these inexperienced drivers.  
• The 14 driver fatalities in 2001 and 2002 included 12 youth ages 15 to 17 (the other two were 12 and 18).   
• The 2002 data also identify the  “Number of (other) teen passengers in the car causing the death”.  Six of the 

10 2002 driver fatalities indicated no other teens in the vehicle; one each checked “One”, “Two”, and 
“Three or more” (One was left blank).  

• The 2002 data also included a “Time of Day” for the incident.  Six driver deaths occurred in the “6 am to 6 
pm” time period, two from “6 pm to midnight”, and two were left blank.   

• There was a teenage driver indicated in four of the passenger deaths in 2001 and 2002. 



Age Distribution, MV Drivers / Passengers, 
Reviewed Deaths, '97-'02

1

4

9
11

5
4

10

15

1

9

5

0
2
4
6
8

10
12
14
16

Infant 1 to 4 5 to 9 10 to 14 15 16 17

N
um

be
r 

of
 D

ea
th

s

Driver Passenger
 

 
Twenty-five motor vehicle fatalities of teen drivers have been reviewed since the start of the Montana FICMR 
program (1997).  Ten of the victims were identified as driving cars, and nine driving “Truck/RV”.  The road 
conditions were identified as “Normal” for 15 of the incidents, “Gravel” for three and “Ice/Snow” for three.  
Driver error was identified as a cause for 16 of the crashes, and speeding was also a factor for four of those 16 
fatalities.  There was a seatbelt present and not used for 13 of the driver fatalities. 
 
 

MV Deaths, by Month of Death, Montana, 1997 - 2002
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Infant and child MV fatalities are over twice as likely to occur in the Spring and Summer months (April to 
September) as in the Fall and Winter (October to March).  Seventy percent of the reported deaths from death 
certificate data in the six-year period occurred in the April – September period. 
 
Local Community Recommendations/Interventions   
 

1) Researched information regarding 15 passenger vans and sent letter of information and 
recommendation to local daycares, children’s camps, YMCA, church groups, etc 

2) Implemented a local car seat program and car seat check-up events.  Partnered with Safe Kids/Safe 
Communities and gave car seats to families who could not afford them 
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3) Traffic lights installed and speed limit changed on a rural road to reduce traffic speed  
4) Worked cooperatively with schools and distributed 6000 safety sheets about children riding in the 

front seat with airbags  
5) Made a recommendation to Montana Highway Patrol to order toxicology screens on all motor 

vehicle crashes 
6) Partnered with Safe Kids/Safe Communities to raise awareness of benefit of seat belt use—did a seat 

belt surveillance at the local high school with awards to students who were wearing seat belts 
7) Sponsored a bicycle helmet Easter Basket event and sold approximately 100 bike helmets with 

Easter goodies—many local merchants donated items to this event 
8) Sponsored a drinking and driving educational seminar to educate tavern owners 
9) Worked with law enforcement to hand out car seat information to drivers who they stopped, and who 

did not have adequate car seats for children 
10) Re-routed semi truck traffic to a separate exit away from a convenience store entrance 
 

State FICMR Prevention Efforts 
1) Supported Graduated Drivers Licensing legislation.  Legislation failed. 

Legislation will be introduced by Dept. of Justice in 2005 legislative session, and supported by the 
local and State FICMR teams 
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FIREARMS 
 

Nine children’s deaths could have been prevented 
 

Firearm Deaths, by Manner, Race, and Sex: 
Montana, 2001-2002
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Key Findings: 
• Firearms result in the deaths of about 12 children every year in Montana.  (70 deaths in six years.)   
• A majority of these deaths (40) are suicides.   
• The FICMR teams reviewed 18 of the 22 firearm deaths in 2001 and 2002.   
• A team reclassified a death coded on the death certificate as accidental to suicide.  Otherwise, the team 

concurred with the death certificate – one accidental death, three homicides, and 14 suicides by firearms.  
• One accident, two homicides, and one suicide were not reviewed. 
• Nine rifles, five handguns, and three shotguns were involved in the eighteen deaths (the firearm was not 

specified in one review).   
• None of the firearms were reported to have been stored in a locked cabinet, although seven reviews 

stated “Unknown” for storage status. 
• An older family member committed all of the three reviewed homicides, and the shooter for the one 

reviewed accidental death was a friend. 
• The teams determined that nine deaths were definitely preventable – one accident, one homicide, and 

seven suicides. 
  
State FICMR Prevention Efforts  
 

1) Distributed “gun safety” educational materials to county health departments to be utilized in a gun 
safety campaign aimed at primary care providers.  Primary care providers were asked to inquire  
about the presence of guns in the homes and distribute gun safety information at all well child visits 

2) Distributed a statewide gun safety press release to coincide with hunting season 
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SUICIDE 
 

Nine children’s deaths could have been prevented 
 

Adolescent Suicide Deaths,
Montana, 1997 - 2002
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The FICMR teams reviewed 16 of the 17 reported suicides in 2001 and 2002.    The teams concurred with the 
suicide determination for all 16 of the reviewed deaths.  In addition, one team determined that a death reported 
on the death certificate as an accidental firearm death was a suicide.  The following results are based on the 17 
reviewed deaths in 2001 and 2002 that were determined to be suicides. 
 
Key Findings: 
 

• On average, nine adolescent suicides are reported each year in Montana (55 from 1997 through 2002).  
Fifteen of those suicides were committed by a male using a firearm, and only two of the suicide victims 
were female. 

• The FICMR teams determined that nine of the suicides were definitely preventable.  (There was not 
enough information on three of the suicides to determine whether – or how – the suicide could have 
been prevented.)  Three suicides with adequate information were reported as undetermined as to 
prevention, and two were judged not preventable. 

• Evidence of prior abuse or neglect was only identified for one suicide victim, but “Unknown” was 
checked for nine of the 17 deaths. 

• Fourteen of the suicides took place in the decedent’s home. 
• Of the 13 suicides in which firearms were used, eight involved a rifle, three involved a shotgun and two 

involved a handgun.   
• Prior mental health problems were identified for three of the victims, and two of those (plus one other) 

had received mental health services. 
• The teams identified six of the 11 suicides in 2002 as completely unexpected. 

 
Local Community Recommendations/Interventions  

1) Convinced the county Coroner to order toxicology screens on all child suicides 
2) Aired a PSA on suicide in three Montana communities 
3) Investigating the use of a “psychological autopsy” for all suicide deaths 

 4)   Provided QPR training sessions at college campus, hospitals, and schools 
5)  Enhanced Yellow Ribbon Campaign activities in local schools 
 

State FICMR Prevention Efforts 
1) Received funding from the Governor’s Office for youth suicide prevention efforts; gave suicide mini 

grants to 3 FICMR counties and 1 tribal organization 
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HOMICIDE 

 
Five children’s deaths could have been prevented 

 
Key Findings: 
 

• There have been approximately five homicides of infants and youth in Montana every year for the past 
six years.   

• Fifteen of the 28 deaths resulted from firearms. 
 

Homicides, Ages 0 to 17, Montana, 1997 - 2002
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• Homicides are distributed across all race, age, and sex groups, but a large number of innocent victims 
(9) were less than 2 years old. 

 

Homicides, by Age, Montana, 1997 - 2002
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• Six of the nine homicides in 2001 and 2002 were reviewed by FICMR teams, and one team determined 
that a motor vehicle fatality (on the death certificate) was a homicide.   

• The teams determined that five of the homicides (including the vehicular homicide) were definitely 
preventable.   

• Two of the victims had evidence of prior abuse or neglect. 
 
 
 

Homicide Victims, by Race and Sex,
Montana, 1997 - 2002
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DROWNING 
 

Seven children’s deaths could have been prevented 
 

 
Drowning Deaths and Reviews,  

Montana, 1997 - 2002 
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Key Findings: (Years 1997 – 2002) 
 

• There was an average of five infant / child deaths due to drowning each year from 1997 through 2002.  
• Fourteen of the 30 deaths in the six years were toddlers ages 1 through 4.   
• Three infants were reported as drowning in a bathtub. 
• Eight of the 30 drowning victims were Native American, one was Asian, and the remaining 21 were 

White.  
 

The sixteen reviews provide the following information on the circumstances of the drowning deaths: 
 
• Eight of the 16 reviewed deaths occurred in a natural body of water (lake, river, or pond). 
• Six deaths occurred in swimming pools, and five of the victims were toddlers one or two years old. 
• Only one child (out of fourteen responses) was reported as wearing a flotation device. 
• One of ten reviews with a response indicated that alcohol or other drugs were involved. 

 
Local Community Recommendations/Interventions  

1) Recommended to State FICMR Team that hotel/motel pool standards be changed so that indoor 
pools are enclosed with access only by room keys 

2) Collaborated with the local Search and Rescue organization, who gave water safety classes to the 
town’s children 

 
       State Team Prevention Efforts 

1) Recommended to the Food, Consumer and Safety Section of the Department of Public Health and 
Human Services a rule change that would mandate hotel/motel indoor pools be enclosed with access 
only by room key.  Rule change in process.   
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RACIAL DISPARITIES IN MONTANA FIC DEATHS 
 
 
12.5% of the births in Montana were Native American, yet 17% of the statewide fetal/infant deaths and 18% of 
child deaths were of Native American children. 
 
A Native American woman in Montana was almost twice as likely as a white woman to lose a fetus (Relative 
risk, 2001 – 2002, 1.9).  A child or adolescent is also more likely to die if he/she is Native American.  There is 
also an increased risk of infant death, but the difference is not as great for infants as for fetal or child deaths. 
 
 
 
 

Fetal and Infant Mortality Rates, 
Montana, 2001-2002
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Although the total number of deaths is small, the risk of SIDS is over 2.5 times greater for Native American 
infants than for white infants.  “While SIDS may occur more often in Indian communities – it is not because the 
parents or child was Indian, it is because the factors that contribute to lowered health status exist throughout our 
society but disproportionately in Indian communities and other disadvantaged populations.”1 

 
 
“Public health nurse visits, maternal alcohol use during the periconceptional period and first trimester, and 
layers of clothing are important risk factors for SIDS among Northern Plains Indians. Strengthening public 
health nurse visiting programs and programs to reduce alcohol consumption among women of childbearing age 
could potentially reduce the high rate of SIDS.” 2

 
 
 
 
 

1 U.S. Department of Indian Health and Human Services; Aberdeen Area Infant Mortality Study 
2 JAMA; Solomon Iyasu, MBBS, MPH; Leslie L. Randall, RN, MPH; Thomas K. Welty, MD; Jason Hsia, PhD; 

Hannah C. Kinney, MD; Frederick Mandell, MD; Mary McClain, RN, MS; Brad Randall, MD; Don Habbe, 
MD; Harry Wilson, MD; Marian Willinger, PhD 
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The majority of all infant deaths are attributable to medical causes such as SIDS, congenital malformations, or 
premature delivery and/or low birth weight.  Although there are known risk factors for some of these causes 
(e.g., prone sleeping position for SIDS, maternal smoking during pregnancy for low birth weight), deaths due to 
medical causes are frequently determined to be “not preventable” by review teams.  A higher proportion of 
reviewed Native American than white infant deaths in 2001 and 2002 was determined to be preventable.   
 

 
Preventability of Reviewed Infant Deaths, by Race, 

Montana, 2001-2002 
    

 White Native Other

  American  

Inadequate Information 8 4 1 

    

Preventable?    

Yes 15 8 2 

No 57 1 2 

Undetermined 9 8 1 

    
Percent Preventable 18.5 47.1  

 
 
 
 

 
Child Mortality Rates, By Race, Montana, 2001 - 2002 
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OTHER COMMUNITY RECOMMENDATIONS/INTERVENTIONS 
 
 

1) Added Edinburgh Post Partum Depression Scale to neighborhood nursing post partum assessment 
 
2) Recommended first responders have access to grief resources for family members 
 
3) Provided March of Dimes bereavement packets to local hospitals, Tribal Health Nurses, and local 

health department 
 
4) Provided a free copy of The Nursing Mother’s Companion, 4th Edition, to any pregnant woman/new 

mother interested in breastfeeding 
 

5) Requested a local ER to take x-rays on all incoming children with endotracheal tubes for accurate 
placement 

 
6) Recommended a hospital policy change that would mandate the pediatrician or neonatologist 

examine a fetal demise that is not having an autopsy, before it goes to the morgue 
 

7) Recommended a hospital policy change to require a toxicology screen be completed on all 
unexplained pregnancy abruptions 

 
8) Recommended toxicology screens be completed on undetermined deaths 
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ACCOMPLISHMENTS 
 

• Reviewed 81% of all fetal, infant and child deaths for years 2001 and 2002.  This is an increase of 
32% from the 1997-2000 report 

 2000 Reviewed 62% 
 2001 Reviewed 74% 
 2002 Reviewed 86% 

• Expanded FICMR reviews to 53 (of 56) counties and 6 (of 7) Indian Reservations 
• Briefed Governor Judy Martz on the findings from the 1997-2000 FICMR report 
• Improved the FICMR reporting tool to enhance identification of factors associated with fetal, infant 

and child deaths 
• Developed a FICMR data release policy 
• Developed a FICMR list serve to provide a mechanism for local coordinators and state team 

members to net-work and problem solve 
• Implemented changes to the State FICMR governance document to allow expanded State Team 

membership and expand the State Chair term from one to two years 
• Improved ability to access death certificates by adding the death certificate number to the Vital 

Statistics Quarterly Mortality Report    
• Improved FICMR data reliability by completing a statewide mock case review   

 
 
 

CHALLENGES 
 

• Ensuring community action for FICMR recommendations 
• Guaranteeing that public education concerning child health, safety and accident prevention is readily 

accessible     
• Obtaining funding to support infrastructure and prevention efforts at the local and state level 
• Achieving use of a standardized death scene investigation form for all sudden, unexpected infant 

deaths  
• “SIDS” versus “asphyxia” versus “undetermined” deaths.  Some coroners assign a diagnosis of 

suffocation or asphyxia secondary to overlying if the infant was bedsharing, even with no 
confirmation that overlying occurred.  Others classify bedsharing deaths as “undetermined”, thereby 
avoiding classifying any bedsharing deaths as SIDS.  This issue makes the data on infant deaths very 
questionable with regard to accuracy, and difficult to compare   

• Completing analysis of FICMR data without a linked birth/death file 
 
 
 

PLANS 
 

• Continue to promote prevention efforts at the local and state level 
• Seek funding sources to support local and state prevention efforts 
• Secure participation from non-participating counties and reservation 
• Continue to provide bi-yearly meetings and training to local FICMR coordinators 
• Continue to pursue adequate and sustainable resources for the State and local FICMR review process 
• Link Montana’s birth/death file for population based analysis capability  

 
 
        


